Abstract The objective of this study was to describe the information that women with tubal infertility recalled having received from physicians when they consulted for a reproductive tract infection (RTI) and the information physicians reported
Introduction
Primary infertility due to tubal obstruction is common in developing countries as a consequence of the high prevalence of reproductive tract infections (RTIs) (Rowe & Vikhlyaeva, 1988) . In these countries, RTI is a common disease in women that is frequently neglected by the public health sector due to the erroneous concept that such infections are not fatal, and that diagnosis and treatment are expensive. Another common belief among health providers is that RTIs only affect a small proportion of sexually active women, such as commercial sex workers and/or women with multiple partners. Consequently, preventive information, when offered, is focused on the so-called risk groups (Dixon-Mueller & Wasserheit, 1991) .
Primary tubal infertility due to RTI is a common diagnosis at the Infertility Clinic of the Universidade Estadual de Campinas, São Paulo, Brazil. A study conducted at this clinic found that 37% of women who consulted for infertility between 1978 and 1982 presented tubal obstruction, and another study in 1996 showed that 42% presented this diagnosis (Fernandes & Bahamondes, 1996) . This type of infertility requires complex diagnostic and treatment procedures, and the possibility of obtaining a pregnancy is limited, even with in vitro fertilization. According to the American Society for Reproductive Medicine, between 15 and 20% of couples who attempt this procedure succeed in achieving a pregnancy (Society for Assisted Reproductive Technology, 1998) .
Primary tubal infertility due to RTI is preventable. Considering that 11% of women develop tubal obstruction after one RTI, 23% after two infections, and 54% after three infections, many of the women with tubal infertility have probably had more than one infection, and it is possible that they have consulted more than once at health services (Hinting et al., 1993) . When an RTI is identified, treatment must be initiated immediately, along with counseling on sexual transmission of the infection, risk of acquiring another infection, risk to future reproductive life, and notification of the partner (Hinting et al., 1993) . Thus, information, education, and counseling are essential to the promotion of reproductive health and particularly important for the reproductive future of women with RTI (UN, 1994) .
The objective of this study was to describe the information that women with primary tubal infertility recalled having received from physicians when they consulted for an RTI and that which physicians reported having provided to women consulting for RTIs.
Subjects and methods
This was a qualitative study conducted between November 1995 and September 1996 at Infertility Clinic of the Department of Obstetrics and Gynecology, Universidade Estadual de Campinas (UNICAMP), Brazil. In-depth interviews were conducted with 16 women presenting primary tubal infertility. To ensure that tubal obstruction was a consequence of RTI, only women with primary infertility diagnosed by laparoscopy were included, those with endometriosis and/or a history of abdominal or pelvic surgery were excluded. In this study RTI was used to refer to the syndromes of vaginitis, cervicitis, and pelvic inflammatory disease (PID) (Elias, 1991) .
Women were selected following a purposeful sampling criteria (Patton, 1991) . The sample size was established through saturation of information (Denzin & Lincoln, 1994) .
Interview guidelines were developed to assure that all relevant themes would be discussed. Information was gathered on: history of vulvar itching, vaginal discharge, vaginitis, pelvic pain, PID, treatments, and the information women had received when presenting these symptoms in the past. Interviews also focused on whether they knew or suspected that such previous events bore any relationship to their present tubal infertility. All interviews were conducted by a senior psychologist and were audiotaped and transcribed.
Fifteen physicians were selected at random among those working in the city's public health network. Doctors were asked about the number of women they had examined during the month prior to the interview and about the most frequent diagnosis they had made during this period. They were also asked about medical practices, attitudes, and information they provided to women consulting for RTIs.
The study was approved by the Scientific and Ethics Review Committee of the institution. All participants were volunteers and signed an informed consent form. Interviews were conducted in private.
Data analysis
The tapes were transcribed verbatim and reviewed to identify categories for analysis (Minayo, 1993) . In the interviews with women, the main categories were related to what they re-called about past episodes that permitted the identification of reproductive tract infections, treatments, and the information they recalled having received on preventive measures. In the interviews with physicians, the categories identified referred to the most frequent diagnosis, treatment for RTI, and information provided about the transmission and preventive measures against RTIs.
Results

Interviews with women
Mean age of the women was 27 years (range 19-35). Mean time of infertility was 5.5 years (range 1-12 years). Only one of the women interviewed was a university student, four women had attended school for up to 4 years, and 11 had attended from 5 to 8 years of school.
All the participating women reported a history of symptoms including vulvar itching, vaginitis, cervicitis, and/or vaginal discharge, and they stated having received treatment for these complaints. When asked directly if they recalled having a history of RTI in the past, ten women expressed never having had one, six women recalled having had an RTI, and three said that it was recurrent. Data provided on these symptoms were analyzed by two physicians trained in Gynecology, who concluded that the 16 women in the study had a history of RTI. There was no divergence in their conclusions.
The women provided detailed reports of their symptoms, treatment, and relief. However, when asked about the information they received from physicians about the etiology of these complaints, most had difficulty answering. Some women did not recall having received any information, while others stated that the information provided had been unclear or confusing. For these women, the sexual transmission of RTIs was not clear. They reported that sexuality was discussed casually or in dubious terms (if at all). Most of the women did not recall having received any information on either the risk posed by RTIs for their future fertility or on measures to prevent RTIs. Only one woman commented that a physician had informed her that she would have "problems getting pregnant in the future, because she had a tubal infection". For the other 15 women, the diagnosis of tubal infertility was a surprise.
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Interviews with physicians Ten of the fifteen physicians interviewed were male. Mean age was 33 years (range 27-47). At the time of the interview, time on the job in the public health service ranged from one month to 17 years. Physicians reported that patients' most frequent complaints during gynecological consultations were vaginal discharge, pelvic pain, and menstrual disorders. When asked if they had treated women with RTI in the month prior to the interview, all except one answered in the affirmative. The mean number of consultations they reported was 25, ranging from 2 to 90.
When asked about women's most frequent concerns when consulting for RTIs, the physicians referred to relief of symptoms. Most of the physicians reported that women were worried about whether the infection was transmitted through sexual intercourse, whether they could continue to work and take care of their children, and whether their condition was related to cervical cancer and/or HIV infection. Doctors reported that only a few women were worried about the relationship between RTI and their future reproductive health.
When asked about their recommendations to women consulting for RTIs, all reported medical treatment for women and occasionally for the partners and most advised women to use condoms or abstain from sex during treatment of RTI. Some physicians said they preferred to recommend sexual abstinence rather than condom use because many men refuse to use condoms. They provided information only to women, because men did not come to consultations.
Most physicians reported not discussing the sexual transmission of RTIs with the women. Some reported that providing information on the sexual transmission of RTIs creates a "social problem", because women want to know if their husbands have other partners. Only two of the physicians interviewed reported counseling regarding the risk of RTI for future infertility.
Discussion
Based on the selection criteria and information provided by the interviews, it is possible to infer that all the women participating in the study had a history of RTI and that three had recurrent infections. The information these women remembered having received on RTI prevention was vague and unclear, and they were unable to establish a relationship between the prior RTI and present tubal infertility. This was probably the reason for surprise in 15 of the 16 women when receiving the diagnosis of tubal obstruction. They did not establish links between the episodes for which they had sought treatment in the past, the RTI they probably had at that time, and the present tubal infertility.
Analysis of interviews with physicians showed that apparently they had no problems talking to women about diagnosis and treatment, but that they did experience difficulty discussing the sexual transmission of most RTIs with women. If sexuality is not openly discussed, it is difficult for women to understand the risks of these infections and to take preventive measures.
When women's and physicians' interviews were compared, the information women recalled having received and that which physicians reported having provided to women consulting for RTIs was similar. We could speculate that because this discussion implies sociocultural and personal values, communication about sexual issues was weak. As a result, the etiology of some RTIs has become a taboo about which little or nothing is said (Roter et al., 1990) .
Prevention of RTIs includes recommendation of mutual monogamy, sexual abstinence, or condom use. Some physicians reported that they preferred the indication of sexual abstinence rather than condom use during RTI treatment. It would appear that from these physicians' perspective it is easier for women to negotiate sexual abstinence than condom use with their partners. But sexual abstinence is ineffective if followed only by women; if their partners engage in extramarital sex, it could lead to reinfection (Merrill et al., 1990; Roter et al., 1990; Population Reports, 1993) . The physicians interviewed also reported that information was provided only to women because men did not come to the clinic. This places the burden of responsibility on the woman for both her own treatment and that of her partner, in addition to the negotiation of sexual abstinence or condom use (Elias, 1991) .
Our findings were limited to one region and cannot, without further studies, be generalized to the entire country. However, they appear to support what has been called the "culture of silence" (Dixon-Mueller & Wasserheit, 1991) . Many women do not discuss the sexual transmission of infections with their doctors because of their inhibitions, and they repeat the pattern that is socially transmitted. In addition, physicians frequently fail to bring up issues related to sexuality and RTIs, because they have difficulty addressing this topic during consultation (Antrobus et al., 1994) . This "culture" fosters the persistence and spread of sexually transmitted diseases and RTIs, especially in developing countries (Wasserheit, 1989) .
Some RTIs, especially when recurrent, can cause tubal infertility. The main difference between primary tubal infertility due to RTI and other types of infertility is that it can be prevented by providing women with adequate information about transmission and the risk which RTIs represent for their reproductive future. In order to have an impact and lead to behavioral changes, this information must be clear, specific, and significant within the context of women's lives, to encourage women to adopt preventive measures and avoid future RTIs. More studies in different regions of the country are necessary to assess women's perspectives and physicians' attitudes towards implementation of adequate counseling in relation to RTIs.
